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PURPQSE.  This circular establishes Indian Health Service (IHS1 policy
and prescribes the source, ph||osoqq¥, and procedures to be followed in
al locating resources available to [HS. The purpose is to institute a
po||cylthat gui des allocation of agency resources among areas and
operating units in a reasonable and fair manner.

This policy prescribes a resource allocation -framework that is based
upon a systematic scientific approach, objective measurenent, and a
consistent application. The policy establishes the governing franmework
for 1HS resource allocation methods and fornulae, which are the
instruments that are used to annual Iy distribute designated portions of
the |'HS appropriation

AUTHORITY.  Following are laws, regulations, policies, court decisions,
and other sources of reference that pertain to the allocation of
resour ces.

A Money and Finance, Title 31 U S.C

8. Title X of Public Law (P.L.) 93-344, found at 2 U.S.C. 681-688

C. O fice of Minagement and bud?et (OMB) Circular No. A-34,
Instructions on Budget Execution

Distribution: PSD 557 (Indian Health Service Mailing Key)
Date : June 19, 1992
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D. Title 2, CGeneral Accounting Office (GAO Policy and Procedures
Manual

E Department of Health and Human Services (HHS) Chapter 2-10,
Departnental Accounting Mnua

F. Snyder Act’, 25 U.S.C 13

G Indian Health Care Inprovenent Act as anmended by P.L. 96-537
P.L. 100-203, and P.L. 100-713.

H. Public Law 93-638 as anended by P.L. 100-202, P.L. 100- 446,
P.L, 100-472, and P.L. 200-581;

| Annual Appropriation Acts and their relative House, Senate, and
Conference Reports.

3. Public Law 86-121 (provision of water and waste disposal facilities to
I ndian homes, lands, and communities).

K. Public Law 99-570 (The Omibus Drug Bill) as anended by
P.L. 100-690.

L. Gt her pertinent laws and statutes.

M Court decision in Rincon Band of Mssion Indians v Harris -
618F. 2d 569 (1980).

N IWS pglicy on Resource Allocation Methodol ogy (superseded by this
pol i cy
DEFI NI TI ONS

Adm nistrative Control of Funds -- The formal system and procedures for
controlling the obligation and disbursenent of Federal funds in
accordance with law and regul ation.

Advice of Allowance -- Formal delegation of' authority (below the

al lotment level) to enployees of IHS to enter into o [|?at|0ns for a
speci fic amount and purpose that will result in inmediate or future
outlays of Federal funds.

Allotment -- Formal delegation of authority to the Director, IHS to
enter into obligations on behalf of the Federal Covernment pursuant to
FNB a%ﬁortkonnﬁnt and other statutory authority making funds available
or obligation.

Alternate Resources -- Resources used for the health care of Indian
peopl e that do not conme fromthe funds appropriated to the IHS
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Antideficiency Act -- Law that prescribes the Fund control objectives
for Federal "agency accounting. The principle purposes are: (1) to
prevent obligation and disbursement in excess of the amounts
appropriated,  apportioned, and balances available, (2) to fix
responsibility within an agency for excess obllgatlons and expendi tures,
and (3) to assist in br|n%|ng about the most effective and econom ca
use of appropriations and funds.

Apportionment -- A distribution of available funds by OMB to a?encies
usual [y on a quarterly basis that is intended to achieve an effective
and orderly use of funds over the course of the entire fiscal year.

éppropriation -- An authorization by an Act of Congress that permts
ederal departments and agen0|es to incur obligations and to make
paynents out of the United States (U S.) Treasury for specified
Purposes. Appropriations do not represent cash actually set aside by
he Treasury. They are limtations of amounts that agencies may
obligate during the specified time period.

Area -- A defined geographic region for IHS admnistrative purposes
The Area Office admnisters the operation of several service units.

Authorization -- The basic substantive |egislation that sets up or
continues the legal operation of Federal programs or agencies either
indefinitely or for a specific period of time. Authorization does not
enact resources for operations.

Base Funding -- An anount of budget authority that is likely to be
continued in the followng year's appropriation and program

Benchmarks -- Point of reference or standard from which measurements can
be made. In IHS resource allocation formlae, benchmarks are selected
as thresholds for conputing the allocations to Areas. For exanple, the
author|2|nE legislation for the Indian Health Care Inprovement fund set
a benchmark of 60 percent funding sufficiency as a prerequisite for
participating in the first round allocations.

Budget Activity -- Categories included in the budget for each
appropriation and fund account that identify the Services to be
performed or programactivity.

Built-1n Increase -- A funding increase in a budget request or budget
authority to conpensate for known and predictable increases in program
costs because of inflation and other causes. The OMB prescribes
gpSC|{|c standards for projecting such amount when fornulating agency
udget .

Consul tation -- The active engagenent of tribes and tribal orﬁanizations
in estab||sh|nP.poI|C|es, settlnP priorities, and governing the overall
heal th care delivery systemfor [ndian people.
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Continuing Resolution -- Tenporary budget authority enacted by the
Congress to provide for ongoing activities when the regul ar
appropriation has not been enacted in time. It specifies a maxinumrate
for incurring obligations.

Contractor -- Contractors of federal prograns pursuant to P.L. 93-638 as
amended. The termcontractor is limted to the special,, case in which a
tribe or tribal organization operates a program that provides or
finances health care services to Indian comunities within a geographic,
area for which it is responsible.

cost -- The financial nmeasure of resources consumed in acconplishing a
specified purpose.

Cost Differential -- A docunented difference in cost or price for the
same service or product. For exanple, Federal statute allows for a 25
percent Cost of Living Adjustnment (COLA) in the salaries of Federa
enpl oyees located in theState of Al aska

Cost Allocation -- The assignnent and reporting of expenses in a
systematic way to a program function or service in order to identify the
resources consumed in producing a service. For exanple, the overhead
costs of a personnel systemare often allocated anong ot her departments
in proportion to the nunber of staff in each departnent. After the
costs of all supporting operations are allocated in a simlar way, the
true costs of providing a service may be estinated.

Council -- Council of Area and Associate Directors

Current Services -- An assunption used during budget fornulation that
prescribes the continuation of program operations at a |level sufficient
to maintain the nunber and quality of services provided in the previous
fiscal year.

Di sposition of Funds -- The final arrangement and use of funds.

Earmarks -- Funding identified in an appropriation act that specifies
purpose, object or use disposition, and tinefrane in greater
specificity than is provided in the authorizing legislation. Inthe IHs
appropriation Acts, earmarks frequently identify a specific project,
tribe, or site to which funds nust be directed.

Effectiveness -- The degree that a program acconplishes its intended
purpose. It is often nmeasured by the change or effect on the externa
targeted condition per unit of program output.

Efficiency -- The degree that a program produces work or outputs wthin
prudent costs and resources. It is often measured by the nunber of work
units or outputs per unit of resource Input.
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Equity..-- The state of being equivalent with respect to some property
and/or the freedomfrombias and favoritism There is no single

absol ute measure of equltdy with regard to health care for Indians, .
There are a nunber of indices used in the health industry (e.g., funding
per person, service capacity per person - heds or physicians per 1,000,
services per person, access tine, health conditions,. health status
outcones).  Several of these measures are often enployed sinultaneously

in IHS resource allocation formulae.

Expenditures -- A termgenerally used interchangeably with outlays.

Fiscal Year -- Any gearly accounting period. The fiscal year for the
Federal Governmenf Dbegins on Cctober 1 and ends on Septenber 30 of the

fol | owi ng cal endar year.

Fund Control -- A termreferring to mnagenent/admnistrative control
over the use of authorization, obligation, and disbursement of funds to
ensure that (1? funds are used only for authorized purposes, ((12) t hey
are economcal [y and efficiently uSed, and (3) obligations an
expenditures do not exceed the amounts authorized.

Formul ae l\/hna?er -- The official responsible for the application of IHS
al l ocation methodol ogies and formulae. The formulae manager for
national allocations is designated by the appropriate Associate
Director. See Section 13 for a list of Headquarters offices with
designated formul ae managers. The Area Director designates formulae
managers within Area Offrces.

Health Status -- The relative degree of health, or |ack of health, for a
defined service popul ation. Several indices of health status have been
identified in the public health literature (e.g., infant nmortalit

rates, life expectancy at birth, years of productive life lost (YPLL),
inci dence and preval ence of diseases, functionality and [ife qualit
indices, etc.), but there is little consensus for ‘a single best health
status Index. The IHS resource allocation formulae use a variety of
health status measures.

Heal th Care Services -- AnP/, of various types of work perfornmed by health
care professionals to benefit individual S that does not produce a
tangible commodity. Services are normally measured by several industry
accepted indices such as hospital admissions, patient “days, patient
encounters, etc.

Indians -- A name used throughout this document to identify Anerican
Indians and A aska Natives.

Mandatories -- A term interchangeable with "built-in increases,"”
referri ng to budgetary increases justified on the basis of known or
predictable increases in costs because of inflation and related factors.



INDAN HEALTH SERMICE G RQULAR NO 92-5 (06/19/92)

hbn-Recurr|n? Funding -- Funds allocated to Areas, service units,
contractors that do not constitute a permanent or continuing commtnent.
Funds are allocated on a non-recurring basis if the funds or program
activity are not expected to continue in subsequent years or to
reimburse fluctuating and unpredictable expenses.

Norms -- An authoritative standard derived fromthe average or median
attributes or behavior of large ?roups. Norns derived fromIHS or U S
poPulat!on averaPes are frequentlTy used as benchmarks in |HS resource
allocation fornul'ae to guide and regulate allocations. For exanple, the
average rate for Years of Productive Life Lost (YPLL) is a benchmark
that I's used to determne the degree to which health status in Indian
comunities falls short of the U'S average.

(bject Cassification -- A classification identifying financia
transactions by the nature of the goods or services purchased (such as
personnel conpensation, supplies and materials, equipnment, etc.) wthout
regard to the purpose of the programs for which they are used.

oligations -- Amunts of orders placed, contracts awarded, services
rendered, or other commitnents made by Federal agencies during a given
period, that will require outlays during the same or sone future period.

Obligational Authority -- Authority delegated to a Federal official to
enter into financial obligations for a specific amount and purpose that
will result in imediate or future outlays of Federal funds

Qperating Units -- A generic termidentifying organizational/operationa
units providing or financing health care services for |ndians who reside
in a defined geographic area. The termis used throughout this ?O[ICY
to refer to organizational units such as Federal service units, tribally
operated service units, tribal contractors, and 638 contractors.

Qutlays -- The amount of checks issued, interest accrued on debt, or
other” paynents; net of refunds and reinbursements. Federal outlays are
general Iy recorded on the "cash basis of accounting" -- with the
exception of nost interest on the public debt.

President's Budget -- A consolidated budget and financial plan for the

Federal Government that is reconmended by the President and transmtted
to the Congress within 15 days after the start of each new legislative

session in January.

Productivity -- Relates to the volume of work, products, or services
compared to the funds or resources used. Productivity is generally used
interchangeably with efficiency. It is frequently measured by a ratio
of the nunber” of units of output (products or services) per unit of



+ (06/19/921 | NDI AN HEALTH SERVI CE G RCULAR NO. 92-5

input (funds or resources). Productivity is increased when outputs are
expanded while resources are maintained constant or when outputs are
mai ntai ned constant while resources are reduced.

Program -- An organi zed set of activities directed toward a common
purpose, objective, or goal, undertaken by an agency, in order to carry
out responsibilities assigned to it.

Program Increase -- Budgetary termreferring to a real expansion in a
program s scope or services above current levels. It is used to

di sti ngui sh fundln? necessary to expand productive or service capacity
conpared with the funding necessary to maintain capacity in the face of
rising costs and inflation

Recurring Base -- 'Funds are designated as recurring if it is likely that
appropr|at|0ns wi Il be continued I'n the next year and the program by
i1s purpose and design, will be operated continuously to ensure maxinum
effectiveness. The cunulative sum of recurring allocations is called
the recurring base.

Rei mbursenents -- Funds received for comuodities sold or services
furnished either to the public or to another governnent account that are
authorized by law to be credited directly to specific appropriation and
fund accounts.

Reserves -- Portions of funds or budget authoritr,thax I's apportioned to
the IHS that is not inmediately allocated for obligation and is set
aside for use later in the year. Reserves are set up to cover
emergenci es, unplanned contingencies, or to reinburse expenses after the
amounts become known.

Resource Allocation Formulae -- The mathematical rules and procedures
used to _conpute specific ampunts of funding for areas or operating
units. There are several |HS resource allocation fornulae, some wth
mul tiple variations, that correspond to the various proPrannat!c or
budgetary divisions. The IHS resource allocation formulae codify the
decision rules that are used to subdivide specifically identified pools
of resources. Formulae are not generally used to determne all of the
funding that may be allocated to areas or operating units to provide
services

Resource Allocation -- The decision making principles, rules, and
procedures use to sub-divide IHS resources among operating entitles.

Service Unit -- A local admnistrative unit that operates prograns
providing or financing health care services for Indians residing in a
defined geographic area. Service units may he operated either directly
by the IHS or by a tribe or tribal organization.
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Service Population -- The nunber of Anerican Indians or A aska Natives
identified as eligible for IHS services who reside In a defined
geograhi c service area. The service popul ation count neasures the
number of eligible people who would customarialy receive their health
care services froma designated operating unit. The potential service
popul ation is typically estimated or projected fromthe latest US.
Census enuneration. The service population estimte of potential users
often exceeds the count of actual users. However, if the actual number
of users indentified in official operating unit records, such as the IHS
patient registration system exceeds the service popul ation count
estimated from Census data, then the active user count is also used as
the service popul ation count.

Sub-Area Allocations -- Alocations of funds among the constituent
operating entities (service units, and contractors, etc.) within an IHS
area

Sub- Sub- Activity -- A secondary subdivision of a budget activity that
Identifies the function to be perfornmed or the services to be provided
(Exanpl es of sub-sub-activities in the IHS budget are Hospitals and
Ainics, Dental Programs, Contract Health Services, Al cohol and
Substance Abuse Prograns, etc.).'

Unmet Need -- Need is the lack of sonething requisite, desirable, or
useful. The termunmet is custonarily used in conjunction to further
enphasi ze the shortfall or lack of requirements considered necessary for
the health and well being of Indian people.

User Popul ation Estimate -- The count of those Anerican Indians and

Al aska Natives who are registered inthe official patient registration

system of an operating unit and who had at |east onedirect or contract
hospital stay or outpatient or dental visit in a specific 3 year period.

SCOPE

A. This policy applies to appropriations nmade available to the IHS
for the health prograns for American Indians and Al aska Natives.

B. Applicable statutory, judicial, regulatory requirenents governing
the allocation and use of health service appropriations and/or
rei nbursements to the IHS take precedence over this policy if
i nconsi stenci es exist.

C. Resource allocation, as defined in this policy, has a particular
meaning that is to be distinguished from other conmon uses of the
term In our use of the term resource allocation neans the
decision maki ng- princi pl es, rules, and procedures that are used to
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sub-divide resources anong areas and operating units prior to
their use and expenditure. The decision nmaking process is
distinct fromand precedes the admnistrative process in that
authorities to expend funds are conmuni cated and del egated anong
the recipients via formal allotnments and advice of allowances.
Policies covering these processes are covered in a separate policy
I ssuance "Admnistrative Control of Funds Policy."

D. This policy governs the distribution of resources anong the 12
regions (designated as Areas) served by the IHS and anong the
health care facilities, service units, operating units, or
communities within each Area, whether directly operated by the IHS
or under contract with Indian tribes or A aska Native
corporations. This policy does not govern decisions about the
purpose and activities to which resources may be assigned nor does
it prescribe the nunber and types of health care prograns, goods,
or services (e.g., acute inpatient care, chronic care, denta
care, eye care, etc.) that are purchased. This policy does not
establish priorities for or entitlenent to health care by
i ndi vi dual persons eligible for IHS services. Nor does it
establish the anounts of resources that may be used to finance the
services individuals receive fromthe IHS or its contractors
Such issues are generally covered by statute, appropriation, other
regul ations, orare matters of |ocal discretion

E. This policy establishes the general framework that governs IHS
resource allocation decisions. Detailed description of the
various fornul ae, data definitions and sources, internal
procedures used to tabulate and conpile data, and conputational
algorithns are not included here. These details are found in
other I'HS publications such as "Resource Allocation Abstracts" and
ot her procedural manuals and docunents

5. BACKGROUND. A critical elenent in the delivery of health care to the
American |Indians and Al aska Natives is the management of the IHS
program  The conpl exity and geographi cal dispersion of the IHS program
requires a decentralized managenent system that permts decisions to be
made at the organizational |evel closest to the sources of information
and expertise thereby creating flexibility resulting in nore tinely and
appropriate responses to unique situations. The nanagement of |HS
prograns is acconplished through an organizational structure and
hierarchy that includes Headquarters, Area Ofices, and service units or
an equivalent. The Headquarters consists of a conponent |ocated in
Rockville, Maryland, with functions being carried out by the Director
| HS, as the Agency Head and |eader along with supportive staff; another
conponent |ocated in A buquerque, New Mexico, with functions carried out
by the Program Director, Headquarters West as the |leader along with
supporting staff; and finally a conponent |ocated in Tucson, Arizona
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with functions carried out by the Associate Director, Ofice of Health
Program Research and Devel opnent (OHPRD) as the leader along with
supporting staff. Area Offices are currently functional in 11 |ocations
strategically located on or near the, American Indian and Al aska Native
reservations or comunities with responsibilities based on geographic
boundaries. Service units or their equivalent represent organizationa
units within the Area Ofice organizational structure.

The role of IHS Headquarters is two-fold: First, to carry out the
authorities, functions and responsibilities of a Federal agency; and,
secondly, to direct, nmonitor, coordinate and eval uate managenent
activities carried out by the 11 Area Ofices. The Director and
attendant staff coordinate the IHS activities and resources with those
of other Federal and |ocal prograns.

Area Offices are responsible for carrying out a dual function: First

to participate in and establish goals and objectives, applying IHS
policies, and determning priorities within the franework of IHS policy
in support of the IHS mission. Such as, Area Ofices coordinate their
respective activities and resources internally and externally wth those
of other governnental and nongovernnental prograns to pronote optinmum
utilization of all available health resources.

Secondly, Area Ofices ensure the delivery of quality health care
through their respective service units, and participate in the

devel opment and denonstration of alternative means and techniques of
heal th services managenent and delivery to provide Indian tribes and
other Indian comunity groups with optinmal ways of participating in
Indian health progranms. As an integral part of this dual function, the
Area Ofices are principally responsible for ensuring the devel opnent of
i ndi vidual and tribal capabilities to participate in the operation of

| HS programs conmensurate with the means and nodalities that Indian
tribal groups deem appropriate to their needs and circunstances.

A critical managenent function of Area Ofices is the coordination and
support provided to their respective service units. Admnistrative
managenment support functions include acquisition, financial, personnel
material, andfacilities managenment. Program managenent support

i ncludes professional |eadership in medicine, dentistry, nursing,
pharmacy, |aboratory, radiology, etc.

Service units carry out the vital IHS mission and responsibility of the
delivery of health services at the local level. The service unit

del ivery systemincludes a conmbination of direct care provided by health
care professional staff and contract referrals to private vendors of
health care services. The size and scope of the service unit prograns
vary according to the size and health needs of the respective service
popul ati ons.
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SUMVARY OF FUNDI NG SOURCES.  The Indian Health Service operates al nost
ent[reIXEMAth resources provided by the Indian Health Services and
Indian Health Facilities appropriafions, collections fromthe States and
the Health Care Financing Admnistration (HCFA) for services provided to
Medi cai d/ Medi care eligibl'e Arerican Indians and Alaska Natives in IHS
facilities, and collections'fromother third party payers such as
private insurance carriers for services provided in IHS facilities to
Indians with third party coverage.

The |HS appropriation, collections from States and HCFA, and col | ecti ons,
from other third partY payers, are the main source of funds for
supporting the cost of the day-to-da¥ operational activities of |HS

This includes the cost associated with the delivery of clinical and
preventive health services including inpatient, outpatient, dental,
mental health, alcoholism and substance abuse, environmental health, and
other community health services being acconplished through direct IHS
operated prograns and contractor operated prograns, involving both triba
governnents and the private sector. It also involves the support of the
urbanheal th projects, the operation of the Indian health manpower
program the tribal management program and supports the admnistrative
and program managenment activities at Headquarters and Area Offices. The
admnistrative and program managenent activities involve both health
services and health facilities ?constructlon) operations.

The Indian Health Facilities appropriations contain the resources that
supports the construction activities of IHS,  This includes the
construction of hospitals and clinics, repair and inprovement of
existing clinics, personnel quarters, and sanitation facilities
involving water and sewer systems. These funds are normally project-
spef|f|c and generally consistent with the IHS facilities priority
system

A Indian Health Service Appropriation. The Indian Health Services
appropriation that supports the da-to-day operation of IHS as
described above, is an annual appropriation. This means that,
with a few exceptions, the funds appropriated are available for
ob,|gat|on for the period of the specitic Federal fiscal year
only.

Since these funds or obligational authority expires on

Septenber 30 (end of fiscal year) and since the nana?enent of IHS
and the day;to-daY activities associated with the delivery of
heal th services along with their admnistrative support functions
require financial support on Cctober 1, it is inperative that

deci si ons detern1n|n% the level of funding that will be available
at the beginning of the new fiscal year be made prior to Cctober 1
of each year.
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The total Indian Health Services appropriation is allocated to the
14 separate nanaﬁenﬁnt entities as described above including 11
Area (ffices. These resources are allocated by budget sub-sub-
activity as either recurring or non-recurring.

Funds are considered and allocated as recurring if a determnation
is mde that it is most likely that these funds would be continued
in the followng year's approBrlatlon and the program for which
the funds were appropriated, Y its purpose or design, would be
needed on a COHI!HUIDP_baSIS at the Area level to ensure its
aﬁpropr|ate.apPI|cab| ity and maxi num effectiveness. For examle,".
this woul d include resources appropriated to support unmet needs.
for staffing and operating cost of health facilities. Since it is
obvious that additional staff for hospitals and clinics are needed
on a continuing or permanent basis, any additional funds
aﬁprogr|ated for this purpose would be allocated as recurring
thereby informng the respective Area Director of the plan for the
funds to be continued in the followng fiscal year's allowance

Through this technique, Headquarters and Area COffice operations
attain and maintain a recurring funding base for each budget sub, -
sub-activity. This prOV|des.a.fund|n? base |evel for which IHS
Area Directors and other reC|P|ents of allowances can expect to
receive, subject to adjustments based on congressional actions
and/or other decisions of IHS and provides the follow ng
managenment  needs:

(1) A base for neasuring the amount of resources available to
fund health care needs,

(2) A funding base of reference for
negotiating renewal of tribal contracts,

(3) A base of reference for IHS managers in
pl anni ng operations, and

(4)  Avreference for neasuring progress.

Funds to support activities on a non-recurr|n% basis are

i dentified and maintained in Headquarters to be allocated
throughout the year in accordance with an approved plan. This
plan describes the proPranl proJect, or activity to be funded
along with the nethodo oPy and tinme schedule for allocating the
resources.  Upon approval by the Director, IHS, this plan Is

execut ed accordln%Iy. These non-recurring activities include such

items as special training programs, evaluation projects, specia
recruitment  endeavors, etc
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In addition, funds are retained in Headquarters as undistributed
reserves to support contingencies for urgent and/or energent
needs; For exanple, the replacement of energency equi pnent that-
could be life threatening such as ,resuscitators, x-ray nachines,
boi | ers, emergency room equi pnent coul d be supported fromthis
fund. The allocation of these funds are carried out upon review
and approval by the Director, IHS or his designee. The review and
approval process includes recomendations from an Associate or
Area Director and/or other IHS staff

Collections fromStates and HCFA.  In regard to collections from
HCFA and the States for Medicare/ Medicaid rei mbursenents, Title v
of P.L. 94-437, Accessto Health Services, Indian Health Care

| mprovenent Act, states that IHS shall be eligible to receive
payments for services rendered to eligible Indians, who are
entitled to care under Title 18 and Title 19 (Medicare and

Medi cai d) .

The Act further specifies that the funds shall be used
"exclusively for the purpose of making any inprovements in the
facilities or such service which nmay be necessary to achieve
conpgiance with the applicable conditions and requirements of the
Act .

Al 1HS hospitals are surveyed by the appropriate agency [Joint
Commi ssion on Accreditation of Healthcare Organizations/Health
Care Financing Admnistration (JCAHO HCFA) and the results of
these surveys are used to fornulate a plan of correction of any
deficiencies. This plan addresses each deficiency in terns of
personnel services costs, equipment needs, or naintenance and
repair project needs to correct the cited deficiencies. In
addition, the facilities are reviewed for conpliance with any new
standards that may occur and any additional or new needs are
incorporated into the annual plan.

These funds becone avail abl e throughout the year as services are
provided to Medicare/Medicaid eligible Indian patients in IHS
facilities, bills are issued, and the resultant collections are
received. These funds are apportioned as estimated reinbursenents
and are available for allocation shortly after collection is
acconpl i shed.

To ensure that IHSis in conpliance with all of the applicable
laws, regulations, and policies, these funds are allocated to the
Area where the collection was made to be used for deficiencies in
accordance with an approved corrective action plan
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Col lections from Private Insurers. The IHS has the authoritg
under P,L. 100713 (The Indian Health Care Amendnents of 1988) to
bill and collect fromprivate insurers for services that are
grovlded to eligible Indian patients treated in IHS facilities.
ection 207 (a) of P.L. 100-713 states that ".  all ,
rei mbursements received or recovered, under authority of this Act,
... by reason of the provision of health services by the Service
or by a Tribe or tribal organization under a contract pursuant to
the Indian Self-Determnation Act shall be retained by the Service,
or that Tribe or tribal organization and shall be available for
the facilities, and to carry out the prograns, of the Service or
%ha} érlbe or tribal organization to provide health care services
0 Indians.”

Simlar to collections received from States and HCFA, funds from
private insurers becone available throughout the year as services
are provided to eligible Indian patients in IHS facilities, bills
are issued, and the resultant collections are received. These
funds are al so apportioned as estimated reinmbursenents and are
ava|labée for allocation shortly after the collections are
receive

As stated above, these funds are allocated to the Areas to provide
health care services in accordance with the President's budget as
approved by Congress.

Indian Health Facilities ropriation. The Indian Health
Facil1ties Appropriation contains the resources that support the
direct construction of IHS facilities including hospitals,
outpatient care facilities, personnel quarters, regional youth
treatment centers, and sanitation facifities. In ‘addition
resources are included to fund the admnistration and managenent
activities supportive of construction including maintenance and
repair, environnental health, and the cost of construction support
staff located in Headquarters, Area (ffices, and other ‘locations.

The Indian Health Facilities appropriation is a no-year _
appropriation thereby authorizing the funds contained therein to
be available for obligation until they are expended, Since these
funds are normally earmarked for specific projects, the allocation
of these resources are made based on need as determined by the
phase, stage, or status of the projects. For exanple, funds are
allocated n a manner that ensures the continuation of projects

Wi thout unnecessary del ays.

These funds are allocated to the approprjate Area Office for
projects that will be acconplished by tribes under authority of
P.L. 93-638 (Indian Self-Determnation Act) and for projects that
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are to be admnistered by IHS staff. Funds for other Pro;ects are
maintained, and managed Dy Headquarters: The authorization for
awarding, executing and adnministering contracts to conplete the
projects is issued to the HHS Regional Offices.

APPROACH _ The IHS resource allocation policies established a systemtic
method to fairly evaluate the competition for resources annn? the areas,
service units and/or contractors. Objective data are brought to bear in
a prescribed orderly fashion to assist decision nakers in choosing the
optimum distribution of resources.

The I HS resource allocation methods are of two basic types: 1)
conpetition that occurs prior to and during the budget
formul ation/appropriation process, and 2) conpetition that occurs after
| appropriations are set. In the first case, funding proposals for
specitic projects_or activities are devel oped and,{ustl ied as part  of
the IHS budget. These "decision units' conpete with other alternatives
throughout each phase of this extensive process. _Typ|ca||y, a proposal
must survive many face-to-face evaluations, both in the Executive Branch
and in the Congress before it is funded. For exanple, prospective
projects for new and replacement facilities conpete within the |HS by
using a systemformal ranking criteria known as the Health Facilities
Priority System (HFPS). Those projects that are ranked highest in
priority are subnitted for funding in a budget the IHS proposes. During
subsequent reviews of the |HS budget within the Pulic Health Service
(PHS%, Departnent of Health and Human Services §HHSI, and the OVB, each
of these projects nust survive several rounds of evaluation against
conpeting priorities before submssion to the Congress. The Congress
al so considers the merits of these and other proposals. The conpetition
ends when the Congress appropriates funding for specific projects and
activities. After appropriations are specified, there is no further
conpeatt[?n for such "earmarks." The I'HS nmerely inplenents the project’
or activity.

The second maj or tyPe invol ves conpetition anong Areas, service units
and/or contractors for unearmarked appropriations. This conpetition
occurs after the appropriation is set and does not affect the tota
amount of resources made available to the IHS. In this case, the
Congress makes available funding for a general purpose or program but
does not identify anounts for specific projects or sites. The agency is
Pranted.d|scnet|on to choose an allocation nethod that best fulfills the
egislative intent. Various nethods and approaches are used to

subdi vi de unearmarked appropriations among Areas and, in turn, among
service units, and contractors.
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Appropriation EarmarkKs.  Congress frequently sPecifies, in the
[anguage of an appropriation act or in the conference report that
acconpani es an appropriation, funding amounts to be used for a
specific purpose, project, or site. For exanple, specific anounts 1.,
my be designated to construct, equip, staff, and operate a new or
replacement health clinic for a particular tribe. Directives in
the aPpropr|at|on | anguage carry the force of law and IHS nust
establ I sh necessary Brocedures and controls to ensure conpliance,
sometines on a case-by-case basis. Little, if any, resource
allocation discretion is delegated to the IHS. rectives in
report |anguage, but not the appropriation act, do not carry the
force of law ~ Normally, the agencK carries out such directives by
exercising some discretion as to the best method to achieve the
expressed intent.

Statutory or Requlatory Mandates. Laws other than appropriation
acts sonetines establish special requirements and 9U|dance for the
al location and use of resources. Restrictions on the use and

al | ocation of reinbursenents from HCFA and States is one exanple
Criteria for conpeting scholarship and |oan repayment applications
is another. Standards and procedures to reimburse the expense of
hi gh cost cases under the catastrophic Health Emergency Fund
(CHEF) is a third example.  The I'HS typically establishes
Separate Po||0|es and ?rocedures to govern the allocation and
control of funds that fall under such statutory mandates.
Al'though the law establishes the purPose and broad guidelines for
such resources, the Congress frequently depends upon the
experience and expertise of the agency to prescribe the nethod to
best achieve the program objectives.

Recurring Base Funding. Base fundin% I's that amount of funding
that 1s likely to be continued in subsequent years for the

program or services originally authorized. If the annual |HS
"base" appropriation is not reduced, Area and operating units nay
expect to receive recurring base allowances, subject to

adj ustments based upon congressional actions and/or other
decisions of I'HS that are equal to their base funding amount at
the end of the previous fiscal year.

Built-in Increases. Built-in increases (often referred to as
mandatories) are additional funding, above the base funding
anmount, appr%ﬂr|ated to conpensate for inflation and other cost

| ncreases. ese anmounts are apPrppr|ated to maintain current

| evel s of services in the face of increased costs and are not
expected to enhance or expand program services. As a genera
rule, if a proBr|at|Qns include built-in increases, such amounts
are allocated Y a fixed percentage a ﬁ||ed to the base funding
amunt (i.e., all recipients recelve

I ncrease).

e same percentage
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Formulae Methods. The IHS allocates resources appropriated to
reduce unnmet need or to otherw se expand services on the basis of
standardi zed fornul ae that have been devel oped and reviewed in
consultation with Indian tripes, IHS managenment, and health
program officials. This policy explains and governs the

al | ocation of resources by these fornul ae methods.

Qperating Reserves. Qccasionally, unpredictable 'crises and
emergencies occur that require resources in excess of a service
unit or contractor's annual budget ée.g.,_replacenent of failed
major nedical equipment). The standard financial practice is to
place a small percenta?e of the total annual budqpt into operating
reserves to cover unaniicipated contingencies. The I'HS .
Headquarters and Area Offices will set aside reserves for this
Purpose. Such reserves will be allocated on a case-by-case basis
or emergencies in amounts consistent with restoring capacity for
normal operations and preserving safety of patients. An
unal | ocated reserves at the end of the fiscal year wll ge
al l ocated by one of the other approaches described above.

Rei nbursement of Variable Expenses. Some expenses incurred by
health care Frograns "fTuctuate fromyear-to-year (e.g., costs to
rel ocate enpl oyees depends on the nunber of enployees who nove in
a given year). = Wile the total costs for the [HS may be
relatively stable over tine, the anount for individual facilities
or Areas can vary significantly. In response to these .
uncertainties, Headquarters naﬁ set aside reserves for varjable
expenses at the beginning of the fiscal year.  Areas are later
reinbursed on a non-recurr|ng.ba3|s when the actual costs becone
known sometine |later in the tiscal year.

The Division of Resources Managenent (DRM), IHS, establishes the
basis and required documentation for reinbursement requests. If
desi gnated reserves are sufficient to cover all reinbursement
requests, then the full amounts are allocated. If reserves are
insufficient, then reinbursements are made in proportion to the
docunment ed expenses incurred.

Special Initiatives. Some inportant activities require action
and funding outside of the normal resource allocation track that

| eads from Headquarters to Areas and from Areas to service units,
and contractors. Because of the unusual and unpredictable nature
of special initiatives, formal resource allocation formulae wll
not generally apply. For exanple, funds to reinburse exceptiona
expenses for Indian Acquired |nmmune Deficiency Syndrone (AlDS)
patients, funds to automate financial accounting systems or
Install system w de conputer capability my be set aside and
managed at |HS Headquarters.
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Because the.bud%etary and legislative history for some special
initiatives is known, an exact anount of funding may be set aside
at the beginning of the fiscal year. Other speCial initiatives
my arise during the fiscal year.' Funding for these must' be
formal |y approved by the Council.

An annunﬁnay be established by the Council for discretionary use
on especially meritorious projects that may arise during the year
and are deserving of inmmediate funding. nerally, the Director
IHS, is the decision making authority for such projects.

Allocation of Decreases. In A - H above, the various approaches
to allocating base and additional funding is described. If
insufficient resources are available to maintain recurring base
funding at existing levels, a net decrease in allocations to

Areas, ~ service unifs, and contractors will result. In general,
funding reductions should be absorbed and/or distributed among
operating entities in a manner that mnimzes the overall nePat|ve
inpact. In the event of funding reductions, this policy wll be
appl i ed under the follow ng special conditions:

Legislative Directives. The agency will manage and allocate
net fUNOIMY decreases according to prescriptions and
directives in statute, appropriation acts, and reﬁorts
acconpany|n? appropriation acts. These include the
conditions for reducing the base funding of tribal
contractors prescribed in P.L. 93-638 as amended.

General  Decreases. CGeneral reductions of |HS funding, such
as OCCUTS WNem anmpunts are seﬂgestered by the OVB to neet
tar?ets of the Gaham Rudman/Hol lings Act, will be allocated
by fixed percentage applied evenly to the base funding
amunts of' Areas and operating units.

(3) Directed Decreases. If decreases are focused on specific

acfTviTies, such decreases will be allocated by considering
the amount of resources used for that activity, in each Area
or operating u nit together with assessments of the likely
negative inpacts.

(4)  Formul ae Metheds. Application of many resource allocation
formulae "In reverse" to distribute decreases instead of
increases is technically possible. Since mnimzation of
harmis the governing principle, results from reverse
application of existing formulae should be considered _
together with other supplenental information on the negative
i mpacts of program constrictions and reductions.
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ERNING PRINCI PLES. Over the Years, | HS has devel oped its resource
al [ocat ion merhods around severa

broad principles. These principles

govern both the decision rules contained in the various IHS fornmulae and
the nethod of application.

A

Decentralization. The IHS is a broad, multi-discipline health
care organization operating throughout nuch of the US. under

di verse "and special conditions. The response to these conditions
has been to decentralize the organization to allow progranms to
tailor their efforts to neet the unique needs of |ocal Indian
comunities. Consequently, the I'HS resource allocation policies
al low | ocal decision making to the maximum practical extent and to
the extent allowed by statute.

In practice this nmeans |HS Headquarters generally subdivides the

| HS appropriation anong |HS Areas. Areas, in turn, subdivide
their allocation anong service units and tribal contractors, using
the sanme policy and approach applied by Headquarters, but with the
flexibility to modify and revise the formulae and data according
to local needs. Decentralization is also consistent with the
spirit of '"Self-Determnation* in that it allows enhanced
opportunity for tribes to be directly involved in regional and

| ocal decisions affecting their health care prograns

Tribal Consultation. Tribes and Indian people have several
Important roles In deternmining IHS resource allocation strategies
and policies. First, tribes contribute to setting fund|n%
priorities during the fornulation of the INS budget and through
direct input to the Congress during hearings. Second, in between
annual  allocations, tribes and tribal organizations may conment on
and/or serve on conmittees and task groups appointed by the IHS to
revise resource allocation fornulae. = Third, during annua
application cycles, tribes and tribal heal th organi zations may
review and corment on the accuracy of data and contribute to
corrections as appropriate. Fourth, once funds have been placed
into an operating unit budget, affected tribes or Indian people
shoul d be consulted regarding their priorities and desires for the
most appropriate uses of those funds.

Increnental  Approach. Since the pivotal RINCON case in 1980, |HS
has followed the principle of a phased increnental approach to
reducing funding discrepancies. Its Burpose s to mnimze

di sruptive hardships resulting from abrupt and precipitous
sh|ft|n?.of funds and to provide for a neasured orderly growth
Application of this principle has neant mninmal annua

real location of "base" funding. In practice, IHS has attenpted to
maintain services at levels that were originally conmtted and the
I ndi an comunities have cone to expect. This principle also
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regulates the “velocity” of change. Funds are generally allocated
amng conpeting Areas “and operat|ng units in proportion’to the
degree of deficiency. Regulation in this way modul ates the
inefficiencies that result fromunstable, fluctuating budgets and
provides for a greater level of consensus by including a maxinmm
nPFber of tribes and comunities in the receipt of such

al l ocati ons.

Special  Conditions. The special conditions and practices under
whi ch health care is delivered to Indian people wll he considered
in resource allocation formulae and methods. Mich of the IHS
service popul ation lives on or near renote reservation |ands.

O'ten they are without basic sanitation services, such as safe
water and adequate waste disposal facilities. For many, the IHS
is the only source of health care.

The |HS approach to these special conditions is based on a public
heal th nodel that extends beyond basic nedical services to include
the construction of sanitation facilities, public health nursing,
mental health, alcohol and substance abuse treatnent and
ﬁrevent|on, comunity education and outreach, nutrition, and

ealth promotion. e | HS resource allocation nethods and
formil ae are tailored to the unique conditions and characteristics
of I'HS health care programs. Recognition of the breadth,
diversity, and isolation of health care programs for Indians
|neV|tab|Y.Ieads to a level of coaneX|ty not faced by traditiona
heal th delivery systens that focus Ilargely on nedical services.

Alternate Resources. The IHS funding policies have long reflected
a principle that Federal funds are residual to third party and
State resources when financing health care obtained by Indian
people fromprivate providers.  Services provided by |HS are not
entitlements, such as with Medicare, but depend on a yearly
discretionary appropriation. To extend the benefits of |HS
resources to those most in need, the I'HS has been directed by the
Congress in the 1988 Amendments to the Indian Health Care

| nprovement Act, P.L. 100-713, to consider all alternate resources
as available to Indian people for the purpose of measuring their
unmet needs. Wile this directive specifically applies only to
the funds authorized by this Act, it does expréess, by extension,
the broader intent of the Congress.

Al'though there are many Fract|cal obstacles accurately neasuring
all such resources, the IHS cannot disregard the fact "that
alternate resources do meet a part of what woul d otherwi se be an
unmet health care need and; therefore, nust be considered in any
equitabl e distribution of resources. This does not nean that such
alternate resources will be tapped or reduced by the IHS
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Nor does it mean that base funding will be offset in proportion to
alternate resources, unless the total IHS appropriation is reduced
and the Congress directs their consideration in apportionnent of
the reductions. It means that the IHS will consider, to the
extent that is practical, resources from all sources in'
determning priority for IHS allocations. Consideration of
alternate resources in this way indirectly dimnishes the chances
for funding increases.

In those resource allocation fornmulae that explicitly consider any,
avail abl e resources as Part of the conmputation, the follow ng
alternate resources will be included, as a mnimum in the
determnation of unmet needs.

(1)  Annual reinbursements (revenue) from HCFA for services
rendered by I'HS or IHS contractors to Indian patients
eligible for Medicare benefits,

(2)  Annual reinbursenents from States for services rendered by
| HS or |HS contractors to Indian patients eligible for
Medi caid benefits, and

(3)  Annual reinbursenents fromthird party insurers for services
rendered by IHS or IHS contractors to Indian patients with
such benefits.

Al'ternate resources should be included only if the resources
were used, directly or indirectly, for a program or Sservices
consistent with those represented in the resource allocation
formulae. For exanple, nmedicare reinbursenents used to
maintain hospital accreditation would not count in the
determnation of the total resources available for comunity
sanitation' projects. Likew se, funding for prograns or
services that are outside the normal scope of services
Provyded by IHS programs would count neither as part of the

undi ng needs.Pro ected in a fornulae nor as part of
resources available in that fornmulae.

The issue of "alternate resources continues to attract .
attention, both as a question of prlnC|PIe and as a question
of practice in neasuring availability of such resources.

The instruments to nmeasure and represent alternate resources
continue to evolve. It is possible in the near future that
instruments based upon enployment and other econonmc
factors will provide alternafe resource data that is mich
|nPrpved over that used today. \When that happens, the
details of this sub-section may be changed to accomodate the
new approaches.
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Data. Because IHS resource allocation fornulae are tailored for a
conprehensive health care delivery system a large variety of data
are used to measure the diverse and special conditions that the
|HS prograns operate. These data are obtained froma variety of
sources (e.g., service population estimtes and socio-econom ¢
data fromthe U S. Census, user population counts and denmographic

data fromthe IHS Patient Registration Systems, vital events
(natality and nortality) data from the National Center for' Health
Statistics, workload data and patient care statistics from program
information and patient encounter data systens, cost and resource
data from I HS and contractor financial systems, and various
surveys of health and environmental conditions).

Wien appl ying resource allocation fornulae, the appropriate |evel
of data detail and specificity depends on the value of the

information gained relative to its cost. It should be recognized
that IHS resource allocation fornulae are constructed to detect
and renedy significant disparities anong Areas, and operating
units. Cenerally, data for resource allocation formlae should be
derived from existing sources that are comonly and readily
available in IHS or tribally operated prograns.

Conpl ete and up-to-date information fromall sources is rarely
avail abl e on the same schedule (e.g., some financial information
is available within weeks after accounts are closed while vita
events statistics are routinely several years old). This poses
sone problems for tinmely application of allocation formulae. In
general, data used in IHS resource allocation fornulae shoul d
represent the nost recent year in which full and conplete
information is available. Although desirable, in many cases it is
not possible to guarantee that all data used in a formula cone
fromthe sane year.

Moreover, in isolated cases in which key data are unavailable for
reasons beyond the control of responsible officials, estimtes
consistent with IHS experience under conparable circunmstances my
be conputed and used for the duration of that resource allocation
cycle. Every effort nust be nade to remedy the data problem for
subsequent applications, however. If there is convincing evidence
"that data are willfully or negligently wthheld or reported in
error, then that Area or operating unit may forfeit participation
in the resource allocation fornulae or, alternatively,
participation may be limted comrensurate with the severity of the
infraction.

Absol ute guarantees of data uniformty in operational environnments
as conplex and varied as those found among IHS and tribally
operated health programs are not possible. However, basic
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standards for recording and re&grting of data nust be followed to
ensure fairness and accuracy. cessary data definitions and
standards will be pronul gated as part of resource allocation

technical mnuals and guidelines. These manuals and related data
‘quality control neasures are the responsibility of each formulae
manager.  However, a deeper responsibility for mnaging systens of
data collection that will produce quality data is, shared by loca
managers of IHS and tribally operated prograns that col lect and
record data and by the data Proce33|ng, statistical, program and
financial arms of the I'HS that tabulate and report data.

Consi stent Application and Review  The IHS resource allocation
formul ae represent the formal rules whereby the fundlng_Pr|or|t|es
of conpeting areas and service units will bé evaluated. ~ The
formul ae are the quantitative expressions of resource allocation
goal s as applied to objective data from Areas and operating units
that neasure relevant condltlons,(e.q., heal th conditions, access
and utilization of services, available fund|n%, etc.). A

consi stent application of these formulae pronptes fair treatment

for all conpeting entities, even if individually some are
dissatisfied wth the results.

However, no set of formalized rules or formulae can ever wholly
replace the need for sound progranmatic experience and judgnent.
Ever evolving circumstances cannot be conpletely foreseen and
considered in formulae. To mnimze this problem results should
be reviewed before allocations are finalized. In the case of
Headquarters allocations, results should be presented to the
Council, to an apﬁroprlate Indi an organization, and IHS senior
nana?enent. In the case of sub-Area allocations, Area allocation
results should be presented to the tribal consultation body forned
for that purpose and to Area senlor.nana?enent. Such a review
provi des an opportunity and responsibility to rectify errors and
conpensate for unanticipated events.

Local Discretion. Areas have latitude to adapt allocation nethods
to meet local needs and desires so long as revisions are:

(1) %ongistent with the intent and purpose of the appropriated
unds,

(2) coPsistent with principles and nmethods expressed in this
policy,

(31 consistent with directions and gui dance acconpanying the
formal advice of allowance, and

(4)  are derived through participation and consultation with
affected tribes and tribal organizations.
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In order to maintain reasonabl e consistency nationally, each Area
shoul d consider the allocation formula? enployed by Headquarters
as the start|n? '80|nt and as the preferred approach. In general,
revisions should be limted to those adjustments that are
necessary to accormodate |ocal conditions and desires. I|f
revisions are acconplished within the criteria specified above
formal approval from Headquarters is not require

Exceptions. If in the review by staff, tribes, or the Council
strong evidence is offered that data used in fornulae are _
inaccurate, inappropriate, or msapplied and result in substantial
and material errors in the funding distribution, then alternative
data may be substituted. Petitions to make exceptions should not
be offered for light and casual reasons. The alternative data, in
the judgment of the IHS, nust be based upon sound scientific,
statistical, or financial methods, nust be docunented and derived
from readily available sources, and nmust be demonstrably inproved
over the original data. The responsible Headquarters fornula
manager rules on the merit of petitions made for nationa

al locations. The designated Area formula manager rules on the
merit of petitions made for sub-Area allocations.

Petitions to alter the mathematical relationships in fornulae
after onset of the annual apPI|cat|on_cyc|e must neet even nore
strenuous criteria. Proposals to modify fornulae during the
aPpI|caL|on cycle, whether for the national allocation or for Area
al locations, should be made only if there is conpelling evidence
that fornulae are inconsistent with requirenents of the law or
regul ation, at variance with the intentions of the Congress, or
are dermonstrably inconsistent with the principles and objectives
of this policy.” This prohibition does not apply to periods before
the application process has be?un. It is exPected that .
| mprovenents and refinenents of fornulae would be entertained in
%he |Ptervals between annual applications of resource allocation
ormul ae

Bal ance.  Some of the principles and objectives that govern the
I'HS resource allocation pol|g% are partially in conflict. That

is, it is sometinmes not possible to achi eve maxi num success in one
obj ective w thout conﬂron15|ng the success of another. For
exanple, a strategy that pronotes maximm cost efficiency for the
health delivery systemas a whole may undermne the equity in
availability and access to services among individual communities.

The |'HS resource allocation formulae should strike a reasonable
bal ance among conpeting values and strategies. Frequently, a

bal anced strategy is achieved in IHS resource allocation fornul ae
by explicitly weighting the formulae elements that represent the
conpet|n% values.  Generally speaking, there are no scientific or
technical rules for making such judgnents. Such choices nust
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reflect the best programmatic judgments of experienced senior
officials as tenpered by consideration of the I'HS m ssion, _
legislative intent, and the expressed values and desires of Indian
people and tribes.

Reasonabl e Assurance. Resource allocation fornulae and associated
systens of Procedures and data shall be executed in a manner
sufficient to provide reasonable, but not absolute, assurance that
their application is fair and that the objectives of the system

w || be acconplished. This standard recognizes that .

the costs of devel oping and apprOV|n? formul ae, of collecting and
conpiling data, and of app|y|gg the Tornul ae shoul d not exceed the
benefits derived therefrom = Formul ae should not be excessively
detailed and burdensone. This inplies that the details and
precision of fornulae should be tenpered by the availability of
readily accessible data. It also means fornulae should be as
sinple as is consistent with maintaining reasonable |evels of
Pre0|ﬂuon ?[ven the amount and inportance of the funding available
or allocation.

Disposition of Funds.  Funds allocated to Areas or operating

entities nust be utilized in accordance with the fol[ow ng
principles:

(1)  Funds are used only for authorized purposes

(2) Qoligations and outlays are restricted to the amounts
aut hori zed

(3)  Funds are commtted in accordance with applicable statutory

(e.g., Federal Managers* Financial Integrity Act-FMIA) and
regulatory standards (e.g., OVB Gircular A-34) governing
Federal budget execution and |HS policies (eﬁ%., gui dance
acconpanying formal advice of allowances). ese include
internal controls to ensure that obligations and costs
conle wth law assets are safeguarded against waste, |oss,
unaut horized wuse, and m sappropriation, and that revenues
and expenditures are properly recorded.

(4)  Funds are used economcally, efficiently, and effectively.
This nmeans careful and prudent use of allocations to promote
optimumutilization of all available resources.

(5  Funds allocated by formulae nethods are used to benefit the
OHerat|ng entity or Indian service population identified in
the formulae. Funds awarded on a service popul ation basis

may be used in facilities or service delivery progranms

| ocated outside of the geographic service area boundaries,

I f such facilities are the customary sources of care for the

service popul ation and are the nost™ appropriate and
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effective sites for providing the service. If, for
instance, a service area population qualifies for funding
under a fornula nethod hecause of deficiencies in inpatient.
s&vices, awarded funds (in whole or part) naﬁ be used in
hospitals located in other service areas if the tar?eted
popul ation is likely to use such facilities and if The
[eC|F[ent facility or Progran1uses the funds to enhance
inpatient services to the targeted service popul ation

9. GOALS AND OBJECTI VES.

A

Elevate Indian Health. The nost powerful determnant of the |HS
rogramis ifs unlqueAPoaI: to raise the health status of
Fican Indians and A'aska Natives to the highest possible |evel
Many individual s do not recognize that this goal goes beyond
roviding "traditional" medical services. i's goal dictates that
undi ng policies must direct resources to_better_PronDte heal th of
| ndi an peoBIe, especially in those comunities with excessively
poor health status or highly restricted access to health care
Servi ces.

The concept of health status of whole popul ations, communities,

and the Indian Publlc in aggregate is critical to the
understandi ng of IHS resource allocation policies. This concept
shapes PO|ICIeS by establishing the ultimte objective to "inprove
the health of all” Indian people" while mnimzing inequities amng
I ndian communities in access to and consunption of, health care
services. Success of IHS resource allocation is judged; neither
by whether IHS provides an identically defined package of health
care services in each of its facilities, nor by guaranteeing an
individual entitlement rights to a specific sef of benefits. The
test of success for I'HS resource allocation strategies, then, is
judged by whether the collective sumof the health of all Indian
peopl e 15 advanced.

Ensure Fairness and Promote Equitv.  Hstorical precedent in IHS
regarding fhe fair distribution of limted resources anong
cofpeting interests have made this a ke% principle. This
principle states that resources should be distributed In such a
wWay as to avoid bias or favoritism Aternatively, this principle
can be restated as an objective to reduce discrepancies among

I ndian comunities with respect to properties such as access to
health care, consunption of services, and health status

Thi's objective does not nmean that Indian comunities always share
equal Iy in an% given annual  allocation. |Instead, resource
al'locations should redress inequities so that discrepancies among
comunj ties are reduced over time. In practice, this has nmeant
providing resources first and in greater degree to those with the
greater needs.
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Increase Efficiency. Mny laws and regul ations govern the
safeguarding, control, and use of Federal appropriations. One of
the nost basic principles underlying these is the requirenment that
agencies utilize resources economcally and efficiently. This
principle generates an inportant resource allocation objective,

The |'HS resource allocation strategies and fornulae should
distribute resources in a manner that increases efficiency,
productivity, and the prudent use of resources. EfficienCy neans
getting the nmost out of a given input (resource). Efficiency is
promoted by systems of incentives that encourage productive effort
and by patterns of resource investment that maximze tota

products (health care services in this case). Mst |HS resource
ailoaathon formulae contain explicit or inplicit productivity

st andar ds.

Pronmote Effectiveness. Federal |aws and regulations also require
resources to be mnaged for effectiveness. This means nanaging a
programin a manner that most effectively acconplishes the
Intended program results. As opposed to efficiency, where the
objective is to increase the units of output for each unit of
input, the effectiveness objective is to acconplish the greatest

i nprovenent in the targeted external condition. The efficiency
and effectiveness objectives are not usually in conflict, but a
program that is efficient, in an output/workload sense, s not
necessarily effective in acconplishing intended results and
improving targeted comunity conditions such as health status.

Effectiveness is included in many I'HS resource allocation
strategies and fornul ae by the inclusion of outcome measures and
indices. However, rigorous data on programeffectiveness -- data
that can causally attribute changes in external conditions to
program services -- is often unavailable or unreliable. For
exanpl e, sone health pronotion prograns targeting heal thful
lifestyles may not produce neasurable results for years or even
generations. " This does not mean that such prograns are .
necessarily ineffective, only that one nust wait to wtness their
inpacts.  Consequently, many |HS resource allocation formulae rely
on tarEeted external conditions (e.g., health status as measured
by YPLL, conmunity nortality rates related to al cohol and
substance abuse, "age and condition of physical assets, etc.)
rather than on docunented results.

Mnimze Harm In the event of funding decreases, the primry

obj ective when distributing such decreases among Areas and
operat|n? units is to mninmze harm  CGeneral ly “speaking, the
burden of harm from shrinking resources should be borne widely and
proportionally. However, it is prudent to consider extenuatin
circumstances. For exanple, sone operating units are better able
than others to constrict activities wthout catastrophic
consequences for services or patient safety. In extreme cases,




| NDIAN HEALTH SERVICE GIRCULAR NO_ 92-5 (06/19/92)

10

rnancra\ngabrlrt SONE .oper tr&g units na ne threate ed
rnce oSt resour e al l'ocati.on ae are p 0{ X equrppe 1o
asur e t rr unstances, their use to ﬁlloca e fundin d
ecreases s ou e in conrunc lon wth other supplenenta
Information and | udgnen

HEALTH NEEDS | NDI CATORS.  Mbst |HS resource allocatron fé)rmrla
Pengned T0 target resources hased dpon neasures of nee he Ne i IS the

ot T DSty i 0 (18
rngrvrduap Beo le and { ﬁ ndr%n connﬂnrty at fa nd or condrt?
requiring supply or relref

ecause, of t e inde endence and seIf govgrnan e of Indran i be E tha
er%ve fromtheir s e % n trihes a hrr al or%anrza ons have t e
h t to frne g h care needs eenr pro rjate t
therr cifcunst ances an esires. never resour e al o 10 rs
| nher ent v a conpar at rvg exercbse an ase on t us of
comon atfributes in oh er to q@ [ and, |.npar{ial For g P Ses
Lesouhce alrocation, therefore, has defr gd unr{orm es o

ealth care need fhat are consrs ntl aE
‘Fortg ngPe nade {0, esta rsh ne sures

c muni £ es. thou ecla

need % arr 9 fp the drvehsrt y of condit rons a ran
connunrtres R recoP ﬂ d P ese neasures 0 n@
correspond to or conple [l the desires of rn rvr trrbes

ThrouPh Iong exp rhence defar 3 stugg and extensive trhba

? ? P pri rzrndcﬂomrn term%wemm

? the ea hh care needs or Indian peopl I'n resource allocation

ormil a ?se Indicators are used as standards ho conpare the relative

g FP fferent geogranhrc Service areas. c | ndi cat or neasurﬁs a
erent a tr ute ara terrstrc of the hea th care sv em T

mgj or Indicators of need use resource allocation fornulae are;

A Population. Al other things being equal eal th care needs
% 2 Service area 1S direct 9 %rtronal to tpe nunber 0 Peo ple
t at are serve sh n rndrca or thrf vge B
F fo a i on cou T potentra servrce popul ation count is
onsidered in formil ae.

B, %ervrces Each eligihle Indian should have access to a comparabl e
ut no necegsarr ég 8 { sef oy ﬁea hh care Servjces. "

nt
monly used. | nd| s of servrces are ospi tal ?dnrssrons
siclan visits, denta r s etc. andardg é i zat'i on
ﬁ eraﬁe servrcef co sune Berson% are established to compare
e ge eraI aval h BSe ServiCes amng. Service
a}ias rona care vtrlrzatron norns are used” B SONE
esource all ron ae to benchmark | HS, standar see
denta or exang| In ad to service utl rzatroH S0
or mil ae my I ncl ude neasures o servrces covered




o

(06/19/92)

INDIAN HEALTH SERVICE CIRCULAR NO. 92-5

indicators frequently account for-both the scope and breadth of
services that are available and their relative resource intensity.
The general concept is to allocate resources in such a way as to
promote equivalent utilization and coverage among Indian
communities.

Quality’ of Care. Many IHS resource allocation formulae,
especially those for medical and clinical care, are developed
using quality of care standards. These are diagnostic and
treatment protocols that are appropriate for a given clinical
condition. Standards of care also require appropriate
professionally trained staff for each diagnostic and treatment
protocol (e.g., a general practice physician is needed for some
things, a specialist for others.) The IHS clinical staffing
standards are based upon matching clinical task requirements with
professional skill levels.

Productivitv Standards. Most IHS resource allocation formulae
include labor productivity standards. These are assumptions about
the amount of time necessary to provide a given service (or
alternatively, the number of staff necessary to provide a given
number of health care services). While the standards of care
determine the appropriate professional mix considering
qualifications and education, the productivity standards specify
the expected or average amount of time needed to complete a
particular protocol and, hence, the number of staff needed for a
given number of patients with average levels of services use.
Furthermore, the standards are extended to include support staff
ratios. For example, a primary provider is supported by other
clinical staff (Registered Nurses, Licensed Practical Nurses,
etc.), .ancillary clinical staff (X-RAY technologists, pharmacists,
etc.), general support staff (housekeeping, maintenance, supply,
etc.), and administration (bookkeepers, managers., secretaries,
etc.). Normally, all labor productivity standards have a minimum
threshold of workload. Most also assume some increased economies
of scale as the size of the workload increases.

Cost Differentials. Many IHS resource allocation formulae include
or consider pricing standards and cost differentials. Staff costs
are normally priced by application of the Federal pay scales (or
averages based on the Federal pay scale). These are adjusted for
COLAs where applicable. Some support costs are factored in as
standard ratios based upon national experience. Other costs are
so variable and unpredictable (at least at the scale of individual
facilities), that they are simply “passed through* at the amounts
and values actually experienced.
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F. Health Status. All other things being equal, health care needs
are Inversely related to the level of health status. There are
several indicators of health status used in IHS resource
allocation formulae. Mst frequently, the health status indicator
for the Indian service population iSconpared to the national
average for all races to determne the degree of any.%ap. Heal t h
care needs are assuned to be larger in comunities with greater
gaps because of to the necessity of prOV|d|n% additional; often
more expensive, services to |ess healthy people.

G Performance Targets. Several |HS resource allocation formlae
establ 1sh a standard of performance to provide incentive and
rewards for certain progranmatic goals. For exanple, the denta
formula my reward an Area that serves a higher percentage of the

eligible ﬂopulatlon wi th basic services (breadth) as conpared to
an Area that serves a smaller percentage with nore conplete
services (depth).

H External Conditions. Some IHS resource allocation fornulae
Incorporate measures of external conditions that are not directly
Pat|ent related. For exanple, sanitation facilities construction

ormul ae include neasures of the number and condition of Indian
housing. Simlarly, fornmulae related to health care facilities
and equi pment replacenent consider the age and condition of the
physical plant and its equipnent. In recent years, a nunber of
proposal s to include neasures of socio-economc status as proxy
measure of health status and health care needs have been made.
Such neasures are under study and will be duly considered after
consultation with Indian tribes.

POLICY. It is the policy of the IHS that the allocation of resources
available to IHS will be acconplished within the authorities and
gui del ines noted and/or described in this circular

The allocation of resources nust be acconplished within the follow ng
principles

A Al'l ocations nust comply with existing judicial,
statutory, and regulatory requirements.

B Allocations nust be consistent with congressiona
intent.

C Allocations nust conply with HHS, PHS, and IHS
policies

D. The classification of resources, when allocated, wll
be designated recurring and/or non-recurring.
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E. The Council will participate in the national resource
al | ocation process by reV|emnnF and apprOV|n%
recomrended al | ocation methodologies to the Director
| HS, including amounts, purpose, and funding source
for establishing the operating reserves.

F. Oficials that manage the application of any resource
allocation fornula nust ensure the integrity,
consistency, and tineliness of the allocation process.
This includes fully describing and docunenting the
formulae and distributing technical manuals that
detail the associated process and procedures to Area
offices. Furthermore, any,?u|dance for Areas on the
allocation, wuse, or disposifion of funds nust be
devel oped and provided for inclusion in the advice of
al | owances.

0. Areas that are the recipients of allocations are responsible for
sub-Area allocations consistent with this policy and for the
integrity; consistency, and tineliness of allocation processes.
Vhile flexibility in the secondary allocation is allowed in order
for the Areas to better address its SFQCIfIC needs, Area
al locations nust conformto any guidelines acconpanying the formal
advice of allowance and principles prescribed in this policy.
Consi deration will be given to the guidance acconpanying
al | ocations that describe the congressional intent for the funds

and the preferred formulae suggested by Headquarters.

H Resource allocation wll be acconplished wth meaningf ul ,
consultation with tribes and tribal organizations. nsul tation
must occur at three levels:

(1)  Level | - Broad consultation wll occur during the
devel opment of national resource allocation formulae and
met hods.

(2)  Level Il - Results fromthe application of nationa

al location formulae will be presented to the appropriate
national Indian organization.

(3)  Level 111 - Consultation with tribes or tribal organizations
within Areas will occur prior to the approval of sub-Area
allocation formilae and results.

. Recording and documentating the final disposition of resources
within Area allocations for each fund is required. Final sub-Area
al locations, funding disposition and methods used to make the
al | ocations nust be reported to the appropriate Headquarters
formulae nmanager. Headquarters will conpile this information for
reporting back to the Congress.
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12, PROCEDURES. The fol | owing steps nust be considered in inplenenting the
[HS resource allocation process:

A é\—cwl%www
biTT.

(1) A meeting of the Council to devel op recomendations for
al locating resources for the next fiscal year nust be
acconpl i shed

(2)  Decisions on |evel of fundinP to be utilized in
negot|at|ng renewal of tribal contracts nust be
made.

(3) A determnation of the recurring funding bases for
Headquarters and for each IHS Area by budget category
is finalized.

appropriation

(1)  Continuing Resolution (CR).

(a)  Evaluation of CR language is conplete.

(h)  The |HS Headquarters' and Area's annual recurring
funding bases are adjusted in accordance with CR

(cl If required, the IHS proPosed apportionnent, that
reflects areacigendlng plans, is conpleted and
submtted to . through the appropriate
organi zational channel, for approval.

(d)  Area allocation documents are devel oped reflecting the
period of tinmes covered by the CR conputed on the
agjusted annual recurring funding bases noted in |(h)
above,

(e)  Alocations are issued to IHS Areas with acconpanying
instructions as received fromPHS, HHS, or OVB

(f) Al of the above is repeated for each CR enacted for
less than a year.

(2)  Regular Appropriation

(a)  An evaluation of the language contained in the House,
Senate, and Conference Reports on Appropriation and in
the Appropriation Act is conpleted.
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(b)  The IHS Area annual recurring funding bases are
adj usted in accordance with the evaluation in B.I.

(c) Oher funding coomtnents are finalized for such
program project, or activities as physician
recruitment efforts, evaluation of IHS progress,
sPeC|aI training prograns, etc., and a determination
of the amounts to be allocated under all of the
various resource allocation fornulae is made.

(a) Aﬂportionnent of funds request is submtted to OVB
t rougq the appropriate organizational channels for
approva

te)  The IHS Headquarters' and Area's funding bases are
adj usted to reflect OVB apportionnent decisions.

(f)  Allocation docunents are finalized based on anounts
adjusted to reflect OVB decisions and issued to |HS
Headquarters and Area Ofices with special
instructions and explanations, i.e., exclusions and
I ncl usi ons.

(9) Additional allocations are issued throughout the
fiscal year.

(1)  The funds placed in reserve for a sPecific
program prerct, or activity are allocated
throughout the year based on an approved plan

(2)  The funds placed in reserve as undistributed for
urgent or emergent contingencies are allocated
based on need. - Any bal ance remaining after
JU!V.31 of the current year will be allocated
utilizing applicable resource allocation

formul ae

Actions taken to allocate remaining resources. The
allocation of resources wll Dbe acconplished through the
followng steps:

(a) By close of business (COB) on the fifth working day in
August, the Associate Director, Ofice of _
Adm nistration and Managenent (OCAM, will identify,
docunent, and submit to the Deputy Director, IHS, an
inventory of all funds potentially available for
allocation in the fiscal year beginning on October 1,
of the same year. This would include such funds as
mandat ory cost increases, population ?romnh fund,
Indian Health Care |nprovement Fund, funds for newy
Federal |y recognized tribes, etc.
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(b)

(cl

10)

The Director of Headquarters Operations (DHO, INS,
and Associate Directors wll devel op proposed resource
al [ ocati on methodol ogies for each fund identified in
Step 1 for presentation to the Council. In addition,
the DHO and Associate Directors w |l devel op proposed
operat|n?.reserves for each subisub¢act|y|tr or
presentation to the Council. This will include, for
each proposed reserve item the anount, purpose,
funding source, and allocation methodol ogy.

The Deputy Director, IHS, wll meet with Associate
Directors and/or formulae managers to establish the
schedul e and timetable for conpleting resource

al l ocation fornmulae applications.

The Council will meet in August to discuss and
establ i sh reconmendations on resource allocation
met hodol ogi es for use in distributing all IHS
resources identified by the Associate Director, OAM
In addition, the Council will also establish
recomrendat i ons on operat|n? reserves identifying
their purpose, anount, and funding source.

The Counci |, through the DePuty Director, IHS, wll
formally present the Council recommendations to the
Director, IHS, for approval and/or other action

The Director, IHS, wll officially act on the
Counci|'s reconmendations on the resource allocation
met hodol ogi es and on setting the Headquarters
reserves.  These actions or_decisions wll be
transmtted to, the Deputy Director, IHS, for

| mpl ement ati on.

The Deputy Director, IHS, wll conmunicate the
Director's decisions to the Council for informationa
Bgrposes_and as aPﬂropr[ate for inplenmentation. The

UtY Di rector S, Wl sEfC|f|caIIy notify the

. THS, and the Associate Directors of their
respective [es?on5|bll|t|es and timetable with regard
to the application of the allocation methodol ogies and
to admnistering and/or coordinating the operating
reserve funds.

Upon receipt of the annual appropriation, as
WWW&N&the%amaW[]mdmswl!mmwetMt
al 1 ocation nethodolo%les_are applied fairly and _
consistently. Results will be provided to the Counci
and the appropriate national Indian organization.
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After obtaining all necessary aPprovals, results are
provided to the Associate Director, OAM for actua
allocation "by the DRM The Associate Directors wll
al so prepare an allocation plan for each program
project, or activity in reserve that identifies the

~recipient(s) of the fund, the month of the fiscal year

in which the allocation is planned to, occur, and a
distribution of the amount by object class. This plan
w il be submtted to the Director, DRM to support the
apportionment as well as managing the reserves.

(i) Upon acquiring all necessary_aPprova!s, the Associate
Director, OAM will provide information to DRM for
preparation and issuance of Advice of Allowances.

G)  The Director, DRM wll prepare, and issue HHS 626,
Advice of A'lowances, to the apﬁropr|ate_a[|omees,
ensuring the allowances are within the limts of
apportioned funds and in conpliance with other fund
control and Antideficiency Act requirements. The
Director, DRM wll also provide nonthly status
rfppptﬁ on allocations to the appropriate IHS
officials

13, RESPONSIBILITY.  The responsibilities and functions of the individuals
wno play a mgjor role in the determnation and execution of the IHS
resource allocation process are varied. They represent all of the
functional responsibilities assigned to IHS in both Headquarters and
Area Ofices. They are as follows:

A Director, IHS. The Director, IHS as the sole allottee with
statutor% responsibilities for the admnistrative control of funds
and as the individual charged with the reagon5|bll|ty for carrying
out the overall program requirenents of IHS, mintains the
approval authority for the determnation and execution of the IHS
resource allocation process. The Director, IHS or his designee
wi |l approve the commitnent and/or allocation of operating
reserves set aside for emergency or contingency purposes.

B Deputy Director, IHS.  The Deputy Director, IHS, is designated as
the principal official charged wth carry|n? out the
responsibilities of the Director, IHS on all aspects of
allocating IHS resources. The Deputy Director establishes the
timetable for all allocations Ee.?., recurring base, built-in

e

increases, fornulae methods, etc.) to the Areas far each sub-sub-
activity budget.

C. Director of Headquarters-Operations. the DHO will ensure that
Associate Directors devel op proposed resource allocation
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met hodol ogi es applicable for each available fund within the
framework “of thi's policy and with the neaningful consultation of
appropriate Indian organizations. The DHO along with the Associate
Directors will also develop the proppsed_operat|n? reserves for
presentation to the Council. Thi's will include, for each proposed
reserve item the amount, purpose, funding source, and allocation
met hodol ogy.

Counci|l of Area and Associate Directors. Prior to the beginning
of each fiscal year, the Council wll neet and establish
reconmendations on allocation methodol ogies to be used in
distributing all IHS resources and on establishing the operating
reserves, including their purpose, amount, and funding source.

Associate Directors. The Associate Directors are res?onsib[e for
conpleting the application of the approved resource allocation

met hodol ogi es for final dispensation and for admnistering or
coordinating the allocation of the approved Headquarters' reserve
funds . The Associate Directors are required to acconplish the
task within a specified tine schedule identified by the Deputy
Director. For admnistering the allocation of operating reserve
funds, the responsible Associate Director is required to devel op
and submt an allocation Plan including the recipient of the
reserve fund, the month ot the fiscal year in which the allocation
is planned to occur, and a distribution of the amount by object
class. Associate Directors will designate fornu!a.nana%grs for
those accounts that fall wthin their responsibility. Associate
Directors are responsible for obtaining meaningful consultation
during the devel opnent of IHS resource allocation fornulae.

Formula Mnagers. As designated by the appropriate Associate or
Area Director, formula managers have the responsibility to carry
out the anI|cat|on of such fornulae as assigned. These include
the formula manager responsibilities described el sewhere in this
circular including all the duties necessary to provide sufficient
gui dance and technical assistance to Areas, data definition,

qual ity control for data collection, consistent application of
formulae, and docunmentation and recording of results.
Headquarters fornula managers are responsible for providing
resul'ts to the Council and to de3|%nated Indian organizations. As

appropriate, fornula managers will be designated for the follow ng
formul ae

(1) WWMI&mmw(%¥Nw%wmmNMMMn
Met hodol ogy %ARAN; - Oftice of Planning, Evaluation and
Legislation (COPEL
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H&C Popul ation Gowh Formula - OPEL
H&C Heal th Services Priority System (HSPS) Fornula - OPEL
Al Contract Health Services (CHSI Formulae - Office of
Health Prograns (COHP)
Dental Formulae, - OP
Public Health Nursing (PH\) Formula - OHP . o
(Ooo?At\)ract Indirect Cost Formula - Office of Tribal Activities
8 Mental Health Formulae - OHP
Al coholism Formul ae - OHP
10) Health Education Formulae - OHP
11)  Urban Health Programs Formulae - OHP
12)  Community Health Representative (CHR) Fornulae - OHP
13) Health Care FaC|I|tK Priority System- Cffice of
Environmental Health and Engi neerlnP (&@
14) Environmental Health Services Formula - OEHE
Sanitation Facilities Formula - CEHE
Mai ntenance and Repair Formula - OEHE

Associate Director, Ofice of Admnistration and Management.

The Associate Director, OAM has the primarty responsibility for
i mpl enenting the admnistrative control of funds system and,
therefore, 1s responsible for ensuring conpliance with the
resource allocation policies prior to the actual funds allocation
by the DRM In addition, each year the Associate Director, CAM
1S responsyble for |dent|f¥]| ng all categories of funds available
for allocation for which the Associate Directors will prepare
proposed al | ocation nethodol ogies for presentation to the Council.

Director, Division of Resources Managenent. The Director, DRM is
responsible for the preparation and 1ssuance of HHS 626, Advice of
Al l owances, to the appropriate allowees and ensuring the

al | owances are within the [imts of apportioned funds and in
compliance with other fund control and Antideficiency Act
requirements.

Area Directors. The Area Directors, the Associate Director,
Ofice of Health Program Research and Devel opnent, and the Program
Director, Albuquerque Headquarters West, are the officials charged
with the responsibility of carryi ng out the overall program
requirements within their Areas.” This responsibility includes the
al l'ocation of Area resources anmopng operati n? units. ~ The Area
Director, or his/her designee, is responsible for managing
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apFI i cation of sub-Area resource allocation fornulae consistent
wth this policy. [Included is the responsibility to ensure the
integrity, _consistency, and tineliness of the Area allocation
Process. The Area Director is responsible for ensuring meaningful
ribal consultation in the devel opment of sub-Area allocations,
and for documenting and reporting sub-Area allocations to
Headquarters.

J. Local Health Care Officials and Admnistrators. Local
admnistrators and officrals (Service Unit Directors, Contract
Admnistrators, Program Officials, etc.) are responsible for
utilizing allocated resources consistent with their purpose and
wth the re?ul ations and policies that govern the admnistrative
control of Tfunds.

14, | MPLEMENTATION.  The quidance contained in this circular is

appl1cable beginning wth fiscal year 2993.
e o

Everett R. Rhoades, M.D.
Assistant Surgeon General .
Director, Indian Health Service




